We need no reminder that palliative care, as a specialty, is rooted in the evolution of the hospice movement. It is now 30 years since the opening of St Christopher's Hospice in London as the first teaching/research-based hospice in 1967. It is exciting to think that within these 30 years and indeed within Dame Cicely Saunders' lifetime, the practice of specialist palliative care has become more formally integrated back into the acute hospital setting and has an impact on specialties other than cancer.
The specialization of practice in palliative care has created the need for courses for all the different professions, encouraging those interested to acquire greater skills in the care of dying patients and their families. In turn this has led to a desire for academic qualifications in the specialty of palliative care. All of this is a natural development of a specialty that has clearly had an enormous influence on medical and nursing practice.
Speaking from my own professional background in the UK, specialization has mostly evolved through clinical expertise. Many nurses working as clinical nurse specialists in palliative care have gained such expertise through years of experience of 'being with' and 'caring for' the dying, part of which has been within the hospice setting. Some have been able to access master's degree programmes without already having taken a first degree because of their proven competence, while others have preferred to undertake diplomas or degrees in palliative care nursing. The combination of wide clinical practice with higher levels of education exemplifies the qualities of nursing that can all too often be difficult to define. However it is surely true that this kind of nurse must be 'grown' as well as 'developed'. 1 The old idea that a six-week nursing course in the care of the dying (albeit a course only ever designed for charge nurses in the acute setting) was enough to qualify one to work as a specialist in palliative care is now truly disproved. However, one does fear that accessing a specialist palliative care degree (at whatever level) without concurrent specialist clinical expertise, might produce the same lack of depth. 'Specialist' and 'specialization' appear to be 'in' words of the 1990s, but attention to their application is necessary. The Royal College of Nursing (RCN) in the UK 2 states that 'specialist practice involves a clinical and consultative role, teaching, management, research and the application of relevant nursing research. Only if a nurse is involved in all of these is he or she a specialist.' However, it is important to state that a nurse having his or her name on the UKCC specialist practitioner register for 'specialist palliative care' may not automatically mean that he or she is clinically experienced in specialist palliative care.
In the UKCC standards for postregistration education 3 there are three levels of practice. Colquhoun and Dougan 4 describe the development of a unique curriculum for a BSc in Nursing Studies (palliative care) using these levels of practice alongside performance standards, namely primary practitioner, specialist practitioner and advanced practitioner. However, when these levels of practice are set beside the RCN standard, it is the 'advanced practitioner' not the 'specialist practitioner' that equates with a 'clinical nurse specialist'. One can easily see the problems that arise if one is not familiar with the terminology.
A specialist practitioner qualification (SPQ) is justified if specialist practice within a hospice/ palliative care setting and theory go hand in hand. However, the danger is that with some degrees this does not happen. In the UK, because the nursing workforce within hospice units is often quite static, a considerable number of nurses cannot obtain academic theory and dedicated hospice practice at the same time. Those who want to obtain a SPQ but Editorial Specialist practice -at what cost? who work outside specialist palliative care have to split their studies and practice. It is only a small minority that have the opportunity to study an academic course while working within a specialist palliative care/hospice setting with a full multiprofessional team.
The Shorter Oxford Dictionary defines a specialist as 'a [medical] practitioner or authority who specially devotes his/her attention to the study or treatment of a particular disease or class of diseases'. This definition of the word 'specialist' raises questions as to whether professionals should be studying a specific specialty at BSc level. For nurses who have practised for many years without an undergraduate degree alongside their nursing qualification, a master's course is a daunting prospect; a course therefore such as the BSc in Nursing Studies (palliative care) is a wonderful opportunity to obtain a specialist qualification to balance their clinical expertise. But should a BSc qualification be linked to specialization? Such specialization might be more appropriate at master's level.
Those in the medical profession now have a clear career pathway in palliative care, and the recognition of palliative medicine as a specialty in the UK by the Royal College of Physicians in 1987 provided the opportunity for specialist registrar training. Doctors wanting to specialize in palliative medicine in the UK are trained during attachment to a specialist palliative care unit or hospice. Here opportunities to learn the fundamentals of every aspect of caring for the dying patient and family are explored with an opportunity to broaden palliative care experience by moving into more diverse clinical areas such as the acute hospital setting, the chronic pain team or the oncology department.
The impact that specialist palliative care has had on care and education is considerable. It is also wonderful that the various professions are seeking more formal academic qualifications. However, in all of this we must not lose sight of the multiprofessional nature of palliative care.
Having sought greater identity together as professionals under the umbrella of the hospice movement we need to beware in case we discard something that is integral to the specialty. There is a tendency to polarize towards our own professions, calling the expertise we have in palliative care either 'palliative nursing' or 'palliative medicine'. When we lecture at conferences we may not mean to make such a distinction but inevitably we do; yet the strength of the hospice movement has always been its multiprofessional nature.
The basis of this split is probably inescapable. But, in making this distinction into 'palliative nursing' and 'palliative medicine' is there a danger that the strength of palliative care and all issues involved in the care of the dying patient and family might be lost?
In the future, the various multiprofessional master's degrees in palliative care which are attached to specialist centres may be a vital way forward, not only to provide that point of specialization but to enhance professional knowledge together. However, if those studying at this level have not practised within a specialist unit, a major part of their studying will be undermined. If one could have learned specialist palliative care -even created hospice -within the acute setting or our own professional groupings then surely that would have been done. There has been something very important about caring and learning together, and sharing the unique professional expertise in the care of the dying within a teaching/ research-based setting.
We must continue to energize the multiprofessional strength that specialist palliative care is renowned for and strive together for effective holistic patient/family-centred care, research and education.
